up to 60% of cases,2 are highly suggestive of staphylococcal infection but are not generally recognised as occurring in adult life. We report a case of an adult presenting with multiple pulmonary pneumatoceles from an illness additionally complicated by the toxic shock syndrome.
Community acquired staphylococcal pneumonia is uncommon. It usually follows bacteraemia from a minor skin infection and results in a range of presentations from localised pneumonia to bilateral cavitatory disease and empyema.' Infection may also spread directly from the nasopharynx after influenza to produce a severe generalised necrotising pneumonia. Infants are more susceptible to staphylococcal pneumonia, 700o of cases occurring in the first year of life.2 This may be due to the acquisition of particularly high .nasal carriage rates at this age. 3 Pneumatoceles, which in the past occurred in Figure 1 Posteroanterior radiograph 12 days after the onset of illness showing peripheral mid zone consolidation with a pleural reaction. This represents an improvement on the film taken on day 4. up to 60% of cases,2 are highly suggestive of staphylococcal infection but are not generally recognised as occurring in adult life. We report a case of an adult presenting with multiple pulmonary pneumatoceles from an illness additionally complicated by the toxic shock syndrome. Surgical intervention was not considered to be indicated and he was treated with intravenous flucloxacillin and oral fusidic acid for three weeks. His recovery was slow, fever persisting for six weeks, but he returned to his former employment as an electrician four months later. He remained breathless on moderate exertion. The development of considerable pleural thickening on resolution of the pneumatoceles suggested little functional recovery of the right lung and this was confirmed by isotope lung scanning (perfusion of right lung only 30% that of the left). At nine months lung function testing showed a restrictive ventilatory impairment (FEV1 2-8 l/s, FVC 3-11) with a reduction in carbon monoxide transfer (65% predicted). Discussion Non-gynaecological toxic shock syndrome accounts for 12% of all cases and usually complicates staphylococcal infection after surgery. 4 Non-menstrual cases are more commonly associated with production of enterotoxin B than of toxic shock syndrome toxin 1, and this accounts for the syndrome of prostration, desquamative erythema, and multiorgan disease.5 The toxic shock syndrome has recently been reported in S aureus pneumonia,6 though in this case the diagnosis was presumptive. The infrequency of staphylococcal pneumonia may account for the lack of previous reports. S aureus is rarely found in blood in the toxic shock syndrome, but it is likely, though unproved, that blood cultures would have been positive at the onset of illness in our patient. It is not clear why the toxic shock syndrome is so rarely associated with positive blood cultures.
Although Crofton and Douglas' recognise the development of pneumatoceles in young adults, we have found only two individual case reports,78 and in neither case were the intrapulmonary cysts as dramatic as in our patient. Although we cannot be certain that our patient did not have a multiloculated pyopneumothorax, the history and radiological findings are much more in favour of pulmonary pneumatoceles, a condition in which chest drains would have been inappropriate. Single 
